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This Statement of Deficiencies was generated as
the result of the complaint investigations
conducted at your facility on 9/26/05.

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.

Complaint #NV00009417 was an entity-reported
incident about a resident with a skin tear injury.
The origins of the injury were unknown to staff.
The investigation determined that the allegation
was substantiated, however due to the immediate
and appropriate actions of the facility nursing
staff, there was no regulatory deficiencies cited.

Complaint #NV00009395 was an entity-reported
incident that an employee caused a resident to
sustain a skin tear when the employee was
attempting to protect herself from injury as the
resident was striking at the employee. The
complaint was substantiated with no regulatory
deficiencies cited due to the appropriate and
timely actions of the facility.

Complaint #NV00009398 was an entity-reported
incident of a witnessed fall that resulted in minor
injury. The complaint was substantiated,
however due to the appropriate and timely
responses and actions of the facility there were
no regulatory deficiencies cited.

Complaint #NV00009402 was an entity reported
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incident of Resident to Resident abuse that did
not result in any injuries to either resident. The
complaint was substantiated, however due to the
appropriate and timely responses and actions of
the facility there were no regulatory deficiencies
cited.
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